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* A communication gap in transmission of information from health
professionals to indigent parents is demonstrated by the incomplete
immunization of children attending pediatric health facilities. To bridge
this gap, young women of similar ethnic and social backgrounds were

recruited and trained briefly in counseling parents concerning adequate
immunization.

The effectiveness of these Health Aides in motivating parents to com-

plete an immunization series was less than that of Public Health Nurses.
Even so, the Aides were able to motivate two-thirds of the families
that they counseled.

Conclusions were that a significant number of children appearing
in a large public emergency room facility are unimmunized. Many of
these children are not seriously ill and an immunization series can be
initiated "on the spot." Motivation to complete the series can be done
almost as satisfactorily by young rapidly trained indigenous Health Aides
as by professionals.

ALTHOUGH POTENT VACCINES have been devel-
oped against many of the infectious diseases, a sig-
nificant segment of the population has not been
reached by the present methods of delivery of these
agents. Only two-thirds of California pre-school
children have been immunized against smallpox,
diphtheria, tetanus and pertussis.1 Of the children
presenting for care in the Pediatric Emergency
room (ER) of the Los Angeles County-University
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of Southern California Medical Center, only 57
percent are completely immunized against polio-
myelitis, diphtheria, tetanus and pertussis.2

These immunization deficiencies may be due to
many factors: Lack of motivation of the parent;
professional failure to inform the parent effectively
about the vaccines available; general ignorance of
good health practices; cultural patterns3; isolation
of ethnic groups4; inability to make decisions readi-
ly4; and the confusing fragmentation of systematic
medical care offered by social agencies.'

Health agencies have attempted to reach the
unimmunized population through mass media
(television, radio, newspapers, public posters) in
various combinations. These techniques have not
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proved particularly effective in low income areas.6.7
Lack of response to local health department

activities was demonstrated in our own Outpatient
Department activities in 1966.8 The Los Angeles
County Health Department set up an immunization
clinic in the Pediatric Outpatient Department
(OPD) of the Los Angeles County-University of
Southern California Medical Center. Public Health
Nurses and clerks screened the immunization rec-
ords of as many pediatric patients as possible and
initiated needed immunizations for siblings as well
as patients not acutely ill. The parent was given
a choice to return for completion of the series,
either to the Pediatric OPD or the Public Health
Center closest to his residence and a definite ap-
pointment was arranged at a convenient time. Of
those to return to the hospital, 48 (56 percent) of
86 patients kept return appointments at the Pedi-
atric OPD. Only 39 (27 percent) of 144 referred
to the Health Department appeared at the health
centers, and of the remainder, 31 returned to the
Pediatric OPD regardless of their initial choice.
These data indicated that a medical center, dis-
pensing curative as well as preventive care, may
have some advantage over the traditional Public
Health Center as an effective site for immuniza-
tions, even though geographically less convenient.
The inability of professional medical personnel

to communicate health information adequately to
uneducated, and often disinterested and hostile
parents from the lower social classes, may play a
part in perpetuating ignorance of health practices.
Fink9 noted that only 21 percent of patients at-
tending a general pediatric clinic understood the
nature of their illness, 30 percent took medication
as directed, and 23 percent followed prescribed
procedures. If a "special" Public Health Nurse
or physician were employed, still only 65 percent
understood the problem, 73 percent took pre-
scribed medications and 83 percent carried out
procedures. Bergman,10 Maddock,"1 and many
others12'13 have noted the failure of up to 65 per-
cent of the patients to take medications reliably.
Korschl4 pointed out that lack of communication
between clinic physician and parent leads to dis-
satisfaction and failure to comply with instructions.

Indigenous Health Aides, often from the minor-
ity populations served, have been utilized in many
situations to break down ethnic and social com-
munication barriers. Aides have been trained to
function usefully as home managers in rural15 and
metropolitan16 areas; as public health nurse as-

sistants'7; as translator, advocate, and coordinator
of social services18; and even as a provider of
direct medical care in a remote Alaskan area with
only radio contact with physician supervision.'9
Reiff and Reissman emphasized the ability of the
indigenous Aide to speak the language of the social
class, to understand cultural problems, and to re-
late successfully to minority ethnic groups.20

Several questions about the utilization of Health
Aides remain unanswered dbjectively: How much
training is required to make the Aides effective,
yet not alienate them from the population they
propose to serve? If over-trained, will an Aide turn
to the technical language and professional attitude
of the physician instead of using the colloquial
language of the patient? Do natural skills decrease
as professional skills and loyalty increase? What
level of previous education should an Aide have
obtained? Can a drop-out from high school with
faulty study habits be trained to dispense technical
knowledge? What is the ideal age range and the
degree of practical experience in child care neces-
sary for acceptance of the Aide by the parent?

The Study
To supply answers to these questions we pro-

posed to (1) measure and compare the motivation
of parents to return to the Pediatric Outpatient
Department for the immunization of their child
when instructed by Public Health Nurses or by
indigenous Health Aides; and (2) determine
whether a relatively short period of on-the-job
training of young Aides, such as may be obtained
from the Neighborhood Youth Corps or the Youth
Opportunity Unit of Civil Service, is significantly
effective in motivating parents for disease preven-
tion.

Sample Population
The Pediatric Emergency Room had 32,753

patient visits between 8 a.m. and 4 p.m. during
the period of this study (September 1966 to No-
vember 1967). The patients ranged in age from
one day to fifteen years. The ethnic distribution
was 56 percent Negro, 30 percent Mexican-Amer-
ican and 14 percent Caucasian.

Half of the families were on welfare. The un-
employment rate of the father, if present in the
family, was 30 percent. Almost 25 percent of the
children under five years of age had an iron defi-
ciency anemia. The population is highly mobile:
77 percent of the Negro families, 73 percent of the
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Caucasians, and 60 percent of the Mexican-Amer-
icans had moved to the Los Angeles Area within
the preceding five years. The extent to which the
families utilized public facilities was demonstrated
by the birth of 86 percent of the Negro children,
75 percent of the Mexican-American, and 60 per-
cent of the Caucasian pediatric patients in a local
public hospital. Forty-six percent of the patients
had had over four previous visits to our Emergency
Room.
The diseases observed were not unusual or

severe. By the examining physician's judgment,
10 percent of the children were completely well
or only slightly ill; 63 percent had a very mild ill-
ness; 25 percent were moderately ill; and only 2
percent were considered seriously ill. Approx-
imately 35 precent of the illnesses were upper
respiratory tract infections, including otitis media.

This population, therefore, represents an indi-
gent, largely minority group accustomed to using
public facilities, but inclined to seek medical at-
tention for a child only when it becomes ill. The
mild minor illnesses observed do not preclude
initiating immunization or providing a recall in-
jection ("booster") at the time of a casual ER visit.

Obtaining the Training Health Aides
Through the cooperation of the Youth Oppor-

tunity Unit of Civil Service and the Neighbor-
hood Youth Corps, seven Negro and three Mexi-
can-American women, ranging in age from 18 to
20 years, were enrolled in the program. All had
completed high school. Five were married and had
children but were separated from their husbands.
One participant was dropped from the program
because of intercurrent illness. None had criminal
records.

The results of the study are based on the com-
bined work of these Aides.
Two Public Health Nurses and a pediatrician

instructed the Aides didactically two hours daily
for one week concerning the protective value of
immunizations, the number of injections required,
correct dosage of poliomyelitis vaccine, interval
between boosters, and possible reactions to the
various vaccines. The Aides kept written notebooks
for future reference.

The instructors used few technicals terms in
teaching-the Aides, hoping that the Aides would
retain their colloquial, idiomatic language when in
contact with parents.

This form of teaching did not hold the attention

of several of the Aides. Reissman20 has noted that
on-the-job training is superior to classroom instruc-
tion for teaching at this level.

During the next three weeks, the Aides accom-
panied the Public Health Nurses in the ER, observ-
ing the nurses' methods in dealing with parents and
their children and instructing parents under the
nurses' supervision. After that time, the Aides were
on their own, with the prerogative to use any
method possible to influence parents to complete
an immunization series.

During the course of the study, we designed sim-
ple literature as a teaching aid which might be used
to reinforce the oral presentation. No word in this
literature had over three syllables. Sentences were
limited to ten to twelve words. The text was edited
for understanding by the Health Aides themselves,
together with other indigenous aides and clerks in
the Outpatient Department.

Procedures
An Aide was stationed at the entrance to the

examination rooms from 8 a.m. to 4 p.m., Monday,
Wednesday and Friday. After patients had regis-
tered for care, the Aide obtained and recorded the
history of previous immunizations from the par-
ents. Children were considered eligible for immu-
nization if they were over two months of age and
had not had immunizations initiated elsewhere
within the preceding three months. Siblings who
accompanied the patient were screened similarly.
The Aide, unassisted, determined what immuniza-
tions were required, and gave a record of this to
the parent. The Aide then attempted, in her own
words, to convince the parent of the importance of
protection against infectious diseases.

Thereafter, the patient was examined in the ER.
If the examining physician felt that the child was
not too ill to receive an immunization, he approved
the record by initialing it.

After the patient had been examined and treat-
ed, the Aide either brought the child to a nurse
for vaccination or injection or personally admin-
istered poliomyelitis vaccine on a sugar cube.

After the vaccine had been administered, the
Aide gave the patient a return appointment in writ-
ing, in either English or Spanish, for a specific day.
The patient could appear anytime between 8:30
a.m. and 3:30 p.m. on that day.
The name of the Aide or Public Health Nurse

and the telephone number were included on the
slip and the family was asked to call for another
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Category of

Retun Visits

TABLE l.-Individual
Response to Scheduled

Appointments.
Returned with no reminder.......
Returned with one postcard......
Total returned spontaneously or

with first reminder...........
Returned with second reminder
Total individuals returned........

Public Health Nurse
1213 Scheduled
Appointments

No. %

677 56
204 17

881 73
(a)
(a)

Comparison of Public Health Nurse and Aide: X2 = 15.5 p< 0.001, tX2 = 18.6 p< 0.001.
(a) Nurses only sent second reminders: either a postcard, telephone call or telegram.

Public Health Nurse Health Aide 1486 Total
Category of 859 Scheduled 627 Scheduled Scheduled Family
Return Vsits Appointments Appointments Appointments

No. % No. % No. %
TABLE 2.-Family

Response to Scheduled Returned with no reminder......... 473 55 300 48 773 52
Appointments. Returned with one postcard........ 141 16 102 16 243 16

Total returned spontaneously or with
first reminder ....... .......... 614 71 402 64t 1,016 68

Returned with second reminder ..... 113 8 (a) 113 8
Total families returned.. . ... 161 77.7

Comparison of Public Health Nurse and Aide: X2 = 7.27 p< .01, tX2= 8.75 p< .01.
(a) Nurses only sent second reminders: either a postcard, telephone call or telegram.

appointment if they were unable to return on the
specified day. The parents responded surprisingly
frequently, and often spontaneously informed us

if they planned to follow up the immunization series
with a private physician or a Public Health Clinic
visit.
On Tuesday and Thursday, three Caucasian

Public Health Nurses followed the same proce-
dures in the Emergency Room, but used a standard
method of parent instruction. The group so in-
structed was used as a control.

Since the population we were dealing with fre-
quently has transportation problems, we allowed
seven days past the scheduled day before initiating
follow-up procedures. In all cases, the first follow-
up consisted of a hand-written postcard which was

written by the person who had given the appoint-
ment to the patient. The Aides composed their
cards without supervision. The new appointment
was scheduled seven days later. Again, a week was

allowed before the appointment was considered
broken.
The second follow-up was always done by the

Public Health Nurses. If the patient had a tele-
phone, the Public Health Nurse called to arrange
a new appointment date with the parent. If the
patient did not have a telephone or could not be
reached by phone, the nurse mailed another ap-

pointment by postcard. In a few cases, the nurses

sent an appointment by telegram to test the efficacy
of this method.

If the patient did not return after the second
follow-up, he was dropped from the study.

Results

Results were tabulated both as to individual
visits (Table 1) and as to family visits (Table 2),
since many families had more than one child re-

ceiving immunizations.
Table 1 indicates that of 2,124 individual pa-

tients receiving an appointment for an immuniza-
tion, 1,106 (52 percent) returned within a week
of the scheduled appointment day without requir-

ing further reminder. A single postcard sent to the
remaining 1,018 increased the number returning
to 1,462 (69 percent). A second postcard brought
the total individual returns to 1,635 (77 percent).
The time-consuming telephone and expensive tele-
gram recall procedures could add only 49 (2 per-

cent) more (Table 3).

TABLE 3.-Response to First Follow-Up of
Missed Appointment.

Individals Families
Sent by Sent by Sent by Sent by

Response PHN Aide PHN Aide

Number sent
first postcard ......... 536 482 386 328

Number returned after
first postcard ......... 204 152 141 102

Percent responding to
first postcard ......... 37.9 31.4* 37.5 31.1t

Comparison of Public Health Nurse and Aide: X2=4.46 p>O.05.
tX2=2.09 p>O.05.
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Health Aide
911 Scheduled
Appointments

No. %

429 46.9*
152 17

681 64t
(a)
(a)

2124 Totl
Scbeduled

Appointments
No. %

1,106 52
356 17

1,462 69
222 10.4

1,684 79.4



TABLE 4.-Effectiveness of Methods of Recall.
ludivdl Pamilies

Method No. % No. %

Received one postcard ..... 1,018 .. 714
Returned after one postcard 356 35 243 34.1
Received a second postcard. 500 .. 349
Returned after

second postcard ........ 173 34.6 113 32.3
Received telephone call .... 109 .. 78
Returned after

telephone call ......... 46 42.2* 31 39.7t
Received telegram ........ 13 (a) 9
Returned after telegram.... 3 23.1 1 11.1

Comparison with 2nd Postcard X2 = 2.04 p>.05.
tComparison with 2nd Postcard X2 = 1.23 p>.05.
(a) Two telegrams undeliverable.

Table 2 indicates a similar family response.
Sixty-eight percent of the families returned spon-
taneously or with a single postcard reminder. With
a second card, an additional 1 13 (8 percent) could
be recalled and the telegram or telephone recalled
another 2 percent.
A significantly greater proportion of those fam-

ilies motivated by the Public Health Nurses re-
turned spontaneously or with one reminder, than
those counselled by the Health Aides-55 percent
against 48 percent. The family response to the first
postcard follow-up is shown in Table 3. There
was no difference in response between those re-
minded by an Aide-written card and those remind-
ed by the Public Health Nurses.
A second postcard was as effective as a tele-

phone call in recalling children for immunization
(Table 4). The telegram appeared least effective.
(These data must be viewed with caution since the
families were not randomly selected for method of
reappointment. A greater proportion of the fam-
ilies motivated by the Public Health Nurses re-
turned spontaneously or with one reminder than
those counselled by the Aides.)

Discussion
A pronounced change has occurred during the

past few decades in the volume and nature of hos-
pital emergency room visits. In large urban pedi-
atric centers, the emergency room is being utilized
as a non-scheduled, non-urgent general medical
clinic for acute episodic illness, especially by the
indigent "core city" population who do not seek
or cannot get prompt attention from private physi-
cians.21 The emergency room has changed essen-
tially into a community health station. Since this
trend is unlikely to reverse in the immediate future,
hospitals serving children who often lack adequate

health supervision now are presented with an op-
portunity to improve the total health of this seg-
ment of the population instead of rendering the
customary fragmented episodic care.
What functions can and should a large county

hospital pediatric ER assume beyond rendering
episodic acute care to an indigent population? Cer-
tainly in many instances the illness is so slight that
it does not preclude initiating preventive health
measures, such as immunization. We estimate that
at least 20 percent of all our patients are well
enough to receive immunizations and a similar situ-
ation elsewhere in the United States can be sur-
mised from the data of other observers.2>24 Thus,
at least one forward step can be taken in converting
episodic ER treatment into a semblance of com-
prehensive health supervision by immunizing these
children whenever they appear.
Our Pediatric ER population includes many

children who see the physician only when ill and
who present the social and education character-
istics of the hard-to-reach or the groups not respon-
sive to public health measures. A pilot study indi-
cated that many families, who received an initial
immunization in our OPD, preferred to return here
to complete the immunization series rather than
visit a neighborhood health center.

Certainly the patients dealt with in the emer-
gency room are not representative of the hard-to-
reach. Many of those whom we immunized might
have received vaccine eventually from the Health
Department, in public school programs or through
Head Start. Our efforts produced only 15 percent
better results than those reported by the California
State Department of Public Health.1 However,
without great effort, we were able to completely
immunize (D-P-T, smallpox, poliomyelitis, and
measles) 349 children in 14 months, and 1,327
more children are currently on the active roster of
reappointments.

Regardless of the method of motivation or of
parent recall, 20 percent of this population could
not be inspired or persuaded to complete an immu-
nization series in this clinic. Had we extended the
reappointment time to include weekends or eve-
nings, our 80 percent follow-up rate might have
been higher. A previous study25 indicated that
many working parents, especially in minority
groups, come to the ER at night when the family's
only car becomes available. Traditional clinic
hours may not meet the needs of a mother who
works all day.26 Other reasons for failure to com-
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plete immunization may be related to a basic lack
of interest or concern,27'28 to educational back-
ground,28'29 to family or ethnic social values and
prejudices,4 to dissatisfaction with the outpatient
care received on that day, and to general hostility.30
Thirty-seven families transferred to private physi-
cians' care or to a Public Health Center.

Thirty-five families changed residence, leaving
no forwarding address. We may still be able to
administer vaccine to some of the children of those
families in the future if they reappear in the ER
for acute illness.

The indigenous Health Aides did not prove
statistically as effective as the Public Health Nurses
in motivating families to return for completion of
immunization. The Aides, although of similar
ethnic and social status, apparently did not com-
municate more effectively with their peers than
the Caucasian professionals. Factors influencing
the failure to motivate more parents may be:

* The Aides were too young to appear authori-
tative or to command the respect of older parents.
They actually were not peers of the families served.

* The training period was insufficient and the
Aides lacked sufficient knowledge to be convinc-
ing. An extended period of training, probably on-
the-job and not didactic,20 may be necessary to
teach fundamental facts and skills to this group.

* The communication gap may not be as wide
as we believed and an experienced professional
may speak the colloquial language adequately to
motivate with relatively uncomplicated health in-
struction.
The Aides were far from ineffective, however;

they induced 68 percent of their contacts to keep
a follow-up appointment with either no reminder
or use of a single postcard. The Aides were able
to keep records successfully during the 14 months
with a minimum of professional supervision.
A 4-cent postcard proved to be the most eco-

nomical method of retrieving children for further
immunization. The card seemed to be as effective
as the telephone and required far less salaried pro-
fessional time and effort. The results obtained by
the telegram apparently did not justify the cost.

Consequently, we believe that a very inexpen-
sive program of screening, immunization and fol-
low-up using up to two postcard reminders can be
installed readily in a large, busy Pediatric ER or
Outpatient Clinic. A single supervising Public

Health Nurse and two Health Aides (at much
lower salaries than the professionals) can manage
a program successfully and at relatively little cost.
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